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Neural Correlates of Exposure to Traumatic Pictures
and Sound in Vietnam Combat Veterans with and
without Posttraumatic Stress Disorder: A Positron

Emission Tomography Study

J. Douglas Bremner, Lawrence H. Staib, Danny Kaloupek, Steven M. Southwick,

Robert Soufer, and Dennis S. Charney

Background: Patients with posttraumatic stress disorder
(PTSD) show a reliable increase in PTSD symptoms and
physiological reactivity following exposure to traumatic

pictures and sounds. In this studv neural correlates of

exposire 1o traumatic pictures and sounds were measured
in PTSD.

Methods: Positron emission tomography and H?[°0]
were used ro measure cerebral blood flow during exposure
to combat-related and neutral pictures and sounds in
Vietnam combat vererans with and without PTSD.

Results: Exposure to traumatic material in PTSD (but not
non-PTSD) subjects resulted in a decrease in blood flow in
medial prefrontal cortex {area 25), an area postulated to
play «a role in emotion through inhibition of amygdala
responsiveness. Non-PTSD subjects activated anterior
cingulate (area 24) to a greater degree than PTSD
patients. There were also differences in cerebral blood
flow response in areas involved in memory and visuospa-
tial processing (and by extension response to threal),
including posterior cingulate {area 23), precentral (mo-
tor) and inferior parietal cortex, and lingual gvrus. There
was « pattern of increases in PTSD and decreases in
non-PTSD subjects in these areas.

Conclusions: The findings suggest that functional alter-
ations in specific cortical and subcortical brain areas
involved in memory, visuospatial processing, and emotion
underlie the symptoms of patients with PTSD. Biol Psy-
chiatry 1999;45:806-816 © /999 Society of Biological
Psychiarry
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Introduction

osttraumatic stress disorder (PTSD) is characterized

by recurrent trauma-related memories, and increased
fear responding and physiological reactivity to reminders
of the trauma, coupled with sleep disturbances, night-
mares, avoidance, increased startle, and other symptoms
that'can persist for many years after the original traumatic
event (Pitman 1989; Bremner et al 1995a). The failure of
extinction of fear responsiveness to “cues” related to the
original trauma can be modeled in laboratory animals and
is an important part of the clinical presentation of PTSD
patients. Abnormal traumatic recall and fear responding.
which can be reliably provoked with trauma-related pic-
tures and sounds or traumatic scripts, are associated with
an increase in physiological reactivity, including increased
heart rate and blood pressure, in PTSD patients (Blanchard
et al 1982; Malloy et al 1983; Pitman et al 1987; reviewed
in Prins et al 1995).

Regulation of these peripheral markers of physiological
responsiveness by cingulate and amygdala raises the
possibility that alterations in function in these brain areas
may be associated with PTSD symptoms. Early studies
showing an increase in fear-related behaviors following
removal of cerebral cortex in cats also led to the hypoth-
esis that these areas, in addition to thalamus, hypothala-
mus, hippocampus, and adjacent cortex, regulate emotion
and the stress response (MacLean 1949). These brain areas
are functionally interrelated, and via pathways through the
hypothalamus and medial prefrontal cortex (area 25) elfect
the peripheral stress response in increased heart rate, blood
pressure, peripheral catecholamines, and cortisol (Vogt ct
al 1992; LeDoux 1993: Devinsky et al 1995).

Recently there has been an increased appreciation for
the role that abnormalities in memory play in the presen-

0006-3223/99/$19.00
PI1 50006-3223(98)00297-2



Neural Correlates of PTSD

tation of patients with PTSD. PTSD patients demonstrate
deficits in verbal declarative memory, which are associ-
ated with a reduction in volume of the hippocampus, a
brain arca involved in learning and memory (Squire and
Zola-Morgan 1991) (reviewed in Bremner et al 1995a). On
the other hand, PTSD is characterized by intensification of
nonverbal aspects of memory, including “hypermne-
monic” visual memory traces related to traumatic events
(Pitman et al 1993; Bremner et al 1996a). The excessive
vigilance seen in PTSD may be associated with increased
demands on brain areas involved in visuospatial aspects of
memory function and in integration with evaluation of
stimuli for potential threat and planning of response to
stimuli. Based on this we have hypothesized that increased
activity in cortical brain areas involved in memory and
visuospatial processing, including prefrontal and parietal
cortex (Bremner et al 1995a) (in addition to limbic areas),
underlies the symptoms of PTSD. Medial prefrontal cor-
tical areas also modulate fear responding through inhibi-
tory connections with the amygdala that are involved in
the fear response as well as through effecting peripheral
sympathetic and hormonal responses to stress (Vogt et al
1992; LeDoux 1993; Devinsky et al 1995). We have
hypothesized that dysfunction of these areas plays a role in
failure of extinction to fear in PTSD (Bremner et al
1996a). A complete understanding of functional connec-
tions of cortical and subcortical brain areas involved in
emotion and memory is important in constructing a model
for neural correlates of PTSD.

Recent advances in neuroimaging technology have
made it possible to study central brain correlates of PTSD.
Reduced volume of the hippocampus measured with
magnetic resonance imaging (MR1) was found in several
populations of PTSD patients, possibly secondary to
stress-induced atrophy (Bremner et al 1995b, 1997b;
Gurvits et al 1996; Stein et al 1997). Decreased metabo-
lism measured with positron emission tomography (PET)
was found at baseline in temporal and prefrontal cortex in
combat-related PTSD (Bremner et al 1997a) and in pari-
etal cortex in patients with PTSD and comorbid substance
dependence (Semple et al 1990).

Exposure of PTSD patients to traumatic scripts resulted
in increased blood tlow in limbic regions (right amygdala,
insula, orbitofrontal cortex, and anterior cinguiate), and
decreased blood flow in middle temporal and left inferior
frontal cortex, as measured with PET (Rauch et al 1996).
This study did not involve a control group, however, so it
is not possible to determine whether the changes are
specific to PTSD. A second PET study that did utilize
control subjects found increased blood flow in right
amygdala and anterior cingulate, and decreased blood flow
in middle temporal and left inferior frontal cortex in PTSD
patients relative to control subjects during trauma-related
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mental imagery (Shin et al 1997). Provocation of PTSD
symptoms with the pharmacologic agent yohimbine
(which stimulates brain norepinephrine release) resulted in
arelative failure of orbitofrontal cortex activation in PTSD
patients relative to control subjects, as well as differential
functional responses to challenge in temporal, parietal, and
prefrontal cortex. These findings were consistent with
increased noradrenergic responsiveness to yohimbine in
PTSD (Bremner et al 1997a).

The purpose of the present study was to use PET in the
examination of neural correlates of exposure to traumatic
pictures and sounds in Vietnam combat veterans with and
without PTSD. Traumatic pictures and sounds represent a
standardized and well-established paradigm for the prov-
ocation of PTSD symptoms that have several advantages
over other techniques for induction of PTSD symptoms
(Kaloupek and Bremner 1996; Prins et al 1995). They
have ecological validity, resembling “‘traumatic cues” that
patients encounter in their environment, complete with the
complex interplay of visual and auditory stimuli. In
addition, traumatic pictures and sounds (unlike individu-
alized scripts) can be presented in an identical fashion to
all subjects in a research study. We hypothesized that
exposure to traumatic pictures and sounds would result in
greater activation in cortical and subcortical brain areas
implicated in memory, emotion, and the fear response,
including amygdala, hippocampus and adjacent cortex,
cingulate, and prefrontal and parietal cortex, in combat
veterans with PTSD relative to those without PTSD. We
further hypothesized a relative failure of activation in
medial prefrontal cortical areas involved in modulation of
fear responsiveness through inhibition of amygdala func-
tion.

Methods and Materials

Subjects in the study were Vietnam combat veterans with PTSD
(n = 10) and comparison subjects, who were Vietnam combat
veterans without PTSD (n = 10). Subjects were recruited
through a VA Medical Center PTSD program and newspaper
advertisement. To identify the subgroup of PTSD patients who
are reactive to the types of traumatic stimuli used in this study
(Blanchard et al 1982: Kaloupek and Bremner 1996; Malloy et al
1983; Pitman et al 1987; Prins et al 1995), subjects underwent a
screening to determine emotional and psychophysiological reac-
tivity. Subjects were determined to be reactive with a 5 beats per
minute increase in heart rate and a 50 points increase in
Subjective Units of Distress (SUDs) scale score (described
below) for the combat slide presentation relative to neutral slide
presentation. Out of 13 PTSD patients screened, 10 met criteria,
while all of the non-PTSD veterans met these criteria.

Vietnam veterans were included in the PTSD group who: I)
were demonstrated to be reactive to combat slides and sounds
using the psychophysiology screening procedure outlined above;
and 2) met criteria tor current combat-related PTSD as assessed
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by the Structured Clinical Interview for DSM-IV (SCID) (Spitzer
et al 1987). Vietnam veterans were included in the comparison
group who did not meet these three criteria and did not have an
Axis I psychiatric disorder based on the SCID. All subjects had
combat exposure, which involved being in firefights (gun battles)
with the enemy, being wounded, or seeing others killed or
wounded. All subjects gave written informed consent for partic-
ipation, were frec of major medical illness on the basis of history
and physical examination, lab testing, and electrocardiogram,
were not actively abusing substances or alcohol (past 6 months),
and were free of all medications for at least 4 wecks prior to the
study. Subjects were not taken off of medication for the purposes
of participating in the study.

Subjects were excluded with a serious medical or neurological
illness, organic mental disorders or comorbid psychotic disor-
ders, current alcohol and/or substance abuse or dependence (past
6 months), retained metal, a history of head trauma, loss of
consciousness greater than 10 min, cerebral infectious disease, or
dyslexia. There was no difterence in age between the PTSD
patients (mean = 47 years, SD = 3) and comparison subjects
(mean = 50 years, SD = 3). Nine out of 10 of the PTSD patients
were white, 1/10 black; 9/10 of the comparison subjects were
white, 1710 black. All of the subjects, both PTSD and comparison
subjects, were male and right-handed.

Seven out of 10 PTSD patients (70%) fulfilled criteria for a
lifetime history of major depression and 3 (30%) for current
major depression based on the SCID interview. One patient
(10%) met criteria for current dysthymia, and | (10%) for
lifetime bipolar disorder. Two out of 10 (20%) patients fulfilled
criteria for lifetime history of panic disorder with agoraphobia,
and 1 (10%) for cuwrent panic disorder with agoraphobia; |
(10%) met criteria for lifetime and current history of panic
disorder without agoraphobia. One out of 10 (10%) fulfilled
criteria for current agoraphobia without panic disorder, 2 (20%)
for current social phobia, 2 (20%) for current simple phobia, |
(10%) for current obsessive—compulsive disorder, and 1 (10%)
for lifetime generalized anxiety disorder. Six patients (60%:)
fulfilled criteria for a lifetime history of alcohol dependence, and
1 (10%) for lifetime alcohol abuse. There were no patients with
substance abuse or dependence other than alcohol.

Each subject underwent four scans on a single day. The subject
was placed in the scanner with his head held in a holder to
minimize motion and positioned with the canthomeatal line
parallel to an external laser light. Electrocardiogram leads were
attached to the chest in standard positions for measurement of
heart rate and cardiovascular function, and a dinemap cuft was
attached to the left arm for measurement of blood pressure. An
intravenous line was inserted for administration of ['*0]H30.
Following positioning within the camera gantry, a transmission
scan of the head was obtained using an external *’Ga/*®*Ge rod
source, to correct emission data tor attenuation due to overlying
bone and soft tissue. SUDs scale ratings (a visual analogue scale
scored tfrom O to 100 for the assessment of current subjective
level of distress) were performed every 5 min until three
successive ratings were unchanged, indicating that the subject
had adapted to the study setting. Baseline subjective ratings were
then collected, including a 17-item PTSD symptom scale (South-
wick et al 1993), the Panic Attack Symptom Scale (PASS)
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(Southwick et al 1993), Clinician Administered Dissociative
States Scale (CADSS), a reliable and valid 27-item scale for the
measurement of current dissociative states (Bremner et al 1998).
another SUDs scale, and a visual analogue scale (scored from 0
to 100) for the assessment of fear (Southwick ct al 1993).
Subjects also underwent baseline measurement of heart rate and
blood pressure.

Subjects then underwent scanning under neutral and traumatic
(combat slide) conditions. No “resting” scans (i.¢., scans in the
absence of any stimulation) were performed, as there is evidence
for an increase in frontal lobe activity in the absence of
stimulation, which could interfere with the study results. A fixed
order (two presentations of neutral slides and sounds followed by
two presentations of combat slides and sounds) was used for all
subjects, to prevent anxiety elicited by the combat slides from
persisting into neutral slide presentations. Combat and neutral
slides and sounds from an ongoing multisite VA Cooperative
Study on the psychophysiology of PTSD were used for the
presentation materials. Neutral slides were of winter scenes, with
nonverbal music. Combat slides were actual photographs from
Vietnam, and included scenes such as a male soldier throwing a
hand grenade, a sniper in the bushes, and evacuation of wounded
soldiers, accompanied by appropriate sounds, such as machine
gun fire, the sound of the jungle, and of helicopters, respectively.
Each scan condition involved four slides presented over a total of
a 2-min period. One minute into the presentation subjects
received a bolus injection of 30 mCi of ['*0]H?0 immediately
followed by a PET scan acquisition, which was 1 min in length.
PET imaging was performed on a Posicam PET camera (Positron
Corp) (in plane resolution after filtering, 6 mm full width at half
maximum). Subjects then underwent measurement of heart rate
and blood pressure, as well as behavioral ratings for the time of
the presentation, including PASS. CADSS, SUDs, fear analogue.
and PTSD Symptom Scale.

Images were reconstructed and analyzed on a SunSparc
Workstation using statistical parametric mapping (spm93). Im-
ages for each patient set were realigned to the first scan of the
study session. The mean concentration of radioactivity in each
scan was obtained as an area-weighted sum of the concentration
of each slice and adjusted to a nominal value of 50 mL/min/100
g. The data underwent transformation into a common anatomical
space and was smoothed with a three-dimensional gaussian filter
1o 16 mm full width at half maximum. The study design involved
a comparison of regional blood flow during traumatic vs. neutral
conditions in PTSD and comparison subject groups examined
separately, and the interaction between group (PTSD vs. com-
parison subjects) and condition (combat vs. neutral presenta-
tions) with global blood flow considered as a confounding
covariate. Statistical analyses yielded image data sets in which
the values assigned to individual voxels correspond to 7 statistic
(Friston et al 1991). Statistical images were displayed with
values of Z score units. A threshold Z score of 3.00 (p < .001)
was used to examine areas of activation within hypothesized
areas. Location of areas of activation were identified as the
distance from the anterior commissure in mm, with x-, y-, and
z-coordinates, using a standard stereotaxic atlas (Talairach and
Tournoux 1988).

Behavioral (PASS, PTSD, CADSS, SUDs, and analog rating
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Tabel 1. Psychophysiological and Behavioral Ratings in PTSD Patients and Comparison Subjects
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PTSD patients (n = 10) Comparison subjects (n = 10}

Buseline  Neutral-1  Neutral-2  Combuat-1 Combat-2  Baseline  Neutral-1  Neutral-2 Combat-1  Combat-2 d]ul:t]l:o:?x

Mean SD Mean SD Mean SD Meun SD Mean SD Mean SD Mean SD Meun SD Mean SD Mean SD int-#
Systolic BP 1309 9.5 1354 17.1 1302 9.1 1335 7.3 137.1 11.8 1285 121 1331 162 1314 163 1290 1.5 1313 141 02
Diastolic BP 788 50 803 74 8006 03 8406 80 860 68 775 51 790 49 803 o060 801 68 792 79 080
Pulse 069.0 156 68.6 132 654 120 6063 113 0666 120 679 11.8 67.1 100 660 100 652 81 0662 93 00
CADSS 19 26 306 43 75 77 7.1 88 123 121 1.8 4.1 39 66 14 28 1.9 32 1.0 1.9 294"
PASS 288 2.1 204 22 327 59 355 83 418 137 274 10 286 34 274 07 272 06 276 1.6 478"
PTSD Scale 153 11 165 25 195 73 255 65 325 77 140 00 141 03 141 03 145 13 142 006 151
Fear unalogue  0.05 0.11  0.05 0.10 0.03 008 0.15 0.17 0.20 0.24 000 000 000 0.00 000 000 000 000 000 00 433
SUDs 13.0 120 110 11.0 150 170 33.0 160 420 280 1.0 30 40130 30 80 30 80 00 00 3558

CADSS. Clinician Administered Dissociative States Scale: PASS. Panic Attack Symptom Scale: SUDs. Subjective Units of Distress scale.

“Significant main effect for diagnosis (p < .05).
"Significant time by diagnosis interaction (p < .05},

“Duncan’s muitiple range test showed significant increase during combat slides relative to neutral slides and bascline in the PTSD patients (p <2 .05).

scores) and psychophysiological (heart rate and blood pressure)
measures were compared between PTSD and comparison subject
groups using repeated-measures analysis of variance (ANOVA)
with time as the repeated measure. When there was a significant
main effect for time, Duncan’s multiple range test was performed
to determine what time points showed significant differences
from the baseline measures.

Results

Repeated-measures ANOVA for diastolic blood pressure
(DBP) demonstrated a significant main eftect for diagno-
sis, with higher DBP in PTSD relative to comparison
subjects (Table 1), but not a significant main effect for
time (F = 1.63: p = .17). PTSD patients had relatively
greater increases with traumatic slides than comparison
subjects (significant time by diagnosis eftect), for PTSD,
anxiety, and dissociative symptoms, as well as subjective
distress and tear (Table 1).

Combat veterans with PTSD had increased blood flow
with traumatic pictures and sounds in cerebellum, right
inferior frontal gyrus, and midbrain. Combat veterans
without PTSD had increased blood flow in cerebellum,

right anterior cingulate, left visual association cortex, left
middle frontal gyrus, and right middle temporal gyrus (Z
score > 3.00; p < .001) (Table 2). Exposure Lo traumatic
pictures and sound in combat veterans with PTSD resulted
in decreased blood flow in bilateral medial prefrontal
cortex (subcallosal gyrus, or Brodmann's area 25), adja-
cent areas of left anterior cingulate, left thalamus, left
visual association cortex, and superior temporal and left
middle temporal cortex. In combat veterans without
PTSD, traumatic pictures and sounds were associated with
decreased blood flow in left superior temporal cortex, left
precentral (motor) cortex, left inferior parietal lobule,
midcingulate, cerebellum, and right lingual gyrus (Z
score > 3.00; p < .001) (Table 3).

There was a significant ditference in pattern of cerebral
blood flow response to traumatic pictures and sounds
between veterans with and without PTSD (i.e., significant
interaction between condition and PTSD diagnosis) in left
inferior parietal lobule, posterior cingulate (area 23), left
motor cortex (precentral gyrus), right lingual gyrus, and an
area that included dorsal pons and lateral cerebellum, but
also portions of parahippocampal gyrus (Z score > 3.00;

Table 2. Areas of Increased Blood Flow with Combat-Related Slides and Sounds Relative to Neutral Slides and Sounds in PTSD

Patients and Comparison Subjects

PTSD (n = 10)

Comparison subjects (n = 10)

Talairach coordinates

Talairach coordinates

Z score X y z Brian region Z score X y z Brain region
4.89 24 -82 —28 R. cerebellum 5.28 —34 =78 —24 L. cerebellum
4.53 12 -92 -20 4.23 4 —82 -16 R. cerebellum
4.24 2 —-80 -12 4.11 —-10 —806 -8 L. visuul association cortex (18)
3.02 S0 28 Q R. interior frontal (47) 3.78 =30 12 28 L. middle frontal (9)
3.58 52 20 4 3.07 12 38 20 R. anterior cingulate (32)
327 12 =30 -8 R. midbrain 3.27 44 —-066 12 R. middle temporal gyrus (39)
Z score 2> 3.00. p < .001[.
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Table 3. Areas of Decreased Blood Flow with Combat-Related Slides and Sounds Relative to Neutral Slides and Sounds in PTSD

Patients and Comparison Subjects

PTSD patients (n = 10)

Comparison subjects (1 = 10)

Talairach coordinates

Talairach coordinates

Z score X y z Brain region Z score X y z Bruin region
5.04 -50 -10 0 L. superior temporal pole (22 5.80 -58 32 20 L. superior temporal gyrus (41)
4.88 -10 =22 12 L. Thalamus 5.66 =52 -0 8 L. precentral (6)

4.42 =36 -32 12 L. superior temporal (41) 5.09 -50 0 24
4.59 8 20 —12  R. Mesofrontal (25) 4.77 -40 -4 24
4.36 -8 18 —12 L. Mesofrontal (25) 4.14 -40 -28 28 L. inferior parientul lobule (40)
4.23 -34 86 16 L. visual area (19) 4.13 50 -6 8  R. superior tempral pole (22)
3.00 =22 =% 20 3.00 02 -34 8
3.08 -8 52 0 L. anterior cingulate (32) 3.01 2 -2 32 Posterior cingulate (23)
3.87 S50 -4 0 R. superior temporal gyrus (21) 3.53 12 54 -4 R. cerebellum
3.60 -56 —32 —4 L. middle temporal gyrus (21) 3.09 18 ~50 -12
3.08 8 —50 0 R. posterior parahippocampus (lingual) (19)

Z score =~ 3.00. p <2 001,

p < .001) (Table 4, Figures 1 and 2). The significant
interaction was related to a pattern of increase in PTSD
and decrease in non-PTSD, or the combination of the two.
In gencral the PTSD patients showed a tendency to
increase blood flow. whereas control subjects showed a
significant decrease in blood flow (Table 3). in these areas.
The exact percentage of change in these areas in PTSD
and non-PTSD groups is shown in Figure 1. In the area of
dorsal pons/cerebellum/parahippocampal gyrus PTSD pa-
tients showed an increase in blood flow, whereas in
non-PTSD veterans there was a decrease in blood flow.
There were also significant differences in pattern of
cercbral blood flow response to traumatic pictures and
sounds between veterans with and without PTSD (i.c.,
significant interaction between condition and PTSD diag-
nosis) in bilateral medial prefrontal cortex (subcallosal
gyrus; Brodmann's area 25), and bilateral middle temporal
gyrus, primarily due to deactivation in the PTSD patients

(Z score > 3.00; p < .001) (Table 4, Figures | and 3). The
area of significant difference in medial prefrontal cortex
was immediately adjacent to and in fact merged into
anterior cingulate (area 24 and 32). In this area differences
between groups were due to activation in non-PTSD (but
not PTSD) veterans.

Discussion

Vietnam veterans with combat-related PTSD compared to
combat veterans without PTSD showed significant differ-
ences in cerebral blood flow response 10 traumatic pictures
and sounds in cortical and subcortical regions involved in
memory, visuospatial processing, and cmotion that arc
hypothesized to play a role in the generation of symptoms
of PTSD. PTSD patients (but not non-PTSD veterans)
demonstrated a decrease in blood flow in medial prefrontal
cortex (subcallosal gyrus; Brodmann’s area 25) and mid-

Table 4. Areas of Significant Interaction between Condition (Combat Slides and Sounds versus Neutral Slides and Sounds) and
PTSD Diagnosis in Vietnam Combat Veterans with and without PTSD

Areas with Patterns of Increased Blood Flow in PTSD
and Decreased Blood Flow in non-PTSD“

Areus with Patterns of Increased Blood Flow in non-PTSD
and Decreased Blood Flow in PTSD”

Talairach coordinates

Talairach coordinates

Z score X y 7 Brain region Z score X y z Brain region
3.36 -40 -28 28 L. inferior purietal Louule (40) 4.12 8 20 —12  Medial prefrontal (subcallosal gyrus) (25)
322 8 —50 0 R. lingual gyrus (parahippocampus) (19) 332 -8 18 —12
3.17 8 —40 =20 R. cerebellunV/pons/parahippocampus 3.24 44 —06 12 R. middle temporal gyrus (39)
3.17 2 -2 32 Mid cingulate (23) 3.23 -56 —32 —4 L. middle temporal gyrus (21)
3.00 —46 —4 24 L. precentral gyrus (motor cortex) (0) 2.99 12 =22 12 L. thalamus

Z score >> 3.00: p < .001.

“Significance of interuction term could be related to either increases in PTSD or decreases in non-PTSD. or 4 combination of the two.
"Significance of interaction term could be related to either increases in non-PTSD or decreases in PTSD. or a combination of the two (see Figure 1.

Other areas of interaction significant at the p << .01 level included: (greater increuse in PTSD) cerebellum (Z score = 2.64: x = -20,y — -00. 2z = - 28). (greater
decrease in non-PTSD) right superior temporal gyrus (Z score = 2.54:x — 60.y = ~34.z — 12), (greater increase in non-PTSD) right anterior cingulate (Z score 2.83:
x = 12,y 44,z - 12). (greater increase in non-PTSD) left visual association cortex (19) (Z score 2.37.x = -30.y = 88.2z = 16).
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% Change In Normalized Blood
Flow

Figure 1. Percent change in globally normalized regional cere-
bral blood flow with exposure to traumatic cues (combat slides
and sounds) relative to the neutral condition (neutral slides and
sounds) in Vietnam combat veterans with PTSD and comparison
subjects, showing regions in which there were significant group
by condition interactions (p < .001).

dle temporal gyrus. The area of deactivation in medial
prefrontal cortex was immediately adjacent to an area of
right anterior cingulate (areas 24 and 32) in which there
was grealer activation in the non-PTSD control subjects.
There were also significant ditferences in posterior cingu-
late (area 23), inferior parietal cortex, lingual gyrus, and
left precentral gyrus (motor cortex). Differences in pattern
of activation in these areas were primarily related to
significant decreases in non-PTSD subjects, although there
was a tendency to increase in PTSD patients.

The area of medial prefrontal cortex (subcallosat gyrus,
or Brodmann’s area 25) implicated in this study is adjacent
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and inferior to anterior cingulate (Brodmann’s arcas 24
and 32) and superior to posterior orbitofrontal cortcx. This
arca plays an important role in emotion, social behavior,
and endocrine and autonomic responses to stress (Sesack
etal 1989; Vogt et al 1992; Morgan et al 1993; Carmichacl
and Price 1994, 1995: Damasio et al 1994; Morgan and
LeDoux 1995; Devinsky ct al 1995; George et al 1995).
Recent studies have also shown decreased function in this
part of the medial prefrontal cortex in patients with
depression (Drevets et al 1997), suggesting correlates with
pathological emotional states in other psychiatric disor-
ders. Lesions in this area in animals resulted in a failure of
extinction to fear responding (Morgan et al 1993) (al-
though see Gewirtz et al 1997). This finding may be
secondary to a release of inhibitory inputs to the amygdala,
which plays a critical role in conditioned fear responding
(Davis 1992; LeDoux 1993). A tailure of extinction to fear
is an important component of the clinical presentation of
patients with PTSD, which we have hypothesized to be
secondary to a failure of medial frontal cortex inhibition of
the amygdala (Bremner et al 1995a); however, it should be
noted that according to our model, one might predict
greater activation of amygdala in PTSD, which unlike
prior PTSD studies (Rauch et al 1996; Shin et al 1997) was
not found in the current study.

This area merged into another portion of anterior
cingulate (area 24 and 32) in which differences in blood
flow were primarily related to greater activation in non-
PTSD subjects compared to PTSD. This portion of ante-
rior cingulate is functionally connected with area 25 and is
involved in emotion, evaluation of stimulus/response, and

Figure 2. Statistical parametric map of areas of significant interaction between PTSD diagnosis and condition. Areas of white and gray
represent regions in which there were significant interactions between condition (traumatic versus neutral) and group (PTSD versus
comparison subjects) (Z score > 3.00; p < .001). Statistical signiticance is related to patterns of increased blood flow in PTSD,
decreased blood flow in non-PTSD, or some combination of the two. Cer, cerebellum; PH, parahippocampal gyrus; Li. lingual gyrus;
PrC, precentral gyrus; IPL. inferior parietal lobule; Ci, posterior cingulate.
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Figure 3. Statistical parametric map overlaid on a magnetic resonance image template of areas of significant interaction between PTSD
diagnosis and condition. Areas of white and gray represent regions in which there were significant interactions between condition
(traumatic versus neutral) and group (PTSD versus comparison subjects) (Z score > 3.00; p < .001). Statistical significance is related
to deactivation in the area of medial prefrontal gyrus (area 25) (large white area in frontal cortex) and bilateral middle temporal cortex.
Several slices above the large medial frontal deactivation is a smaller area of significant difterence in the area of right anterior cingulate
(image's right is patient’s right), which is secondary to activation seen in non-PTSD (but not PTSD). AC, anterior cingulate (area 24
and 32); MPfc, medial prefrontal cortex (area 25); MTG, middle temporal gyrus.

selection for action (Vogt et al 1992; Devinsky et al 1995).
Rauch et al (1996) found anterior cingulate activation with
traumatic scripts in a sample of PTSD patients. This study
did not involve a comparison, however, with normal
control subjects, which is significant since anterior cingu-
late activation is a well-replicated finding in normal
subjects as demonstrated with a number of paradigms for
induction of emotional states (George et al 1993, 1994,
1995; Benkelfat et al 1995; Lane et al 1997; Reiman et al
1997). Emerging data from several groups are showing
activation in anterior cingulate with traumatic scripts or
sounds in normal subjects that are equal to or greater than
those seen in PTSD (L. Shin, personal communication,
11/23/97; 1. Liberzon, personal communication. 11/23/97;
Rauch et al 1997). The data therefore suggest that anterior
cingulate activation is a “normal” brain response to trau-
matic stimuli, and that a relative failure of activation is
characteristic of PTSD. Lesions of anterior cingulate in
rats resulted in an increase in fearfulness (Morgan and
LeDoux 1995). One might speculate that hypofunction of
this area is related to the increased fearfulness seen in
PTSD. Decreased function in anterior cingulate (area 24)
was also found in patients with depression (Mayberg et al
1997) and schizophrenia (Andreasen et al 1992; Taminga
et al 1992).

The current study differed from other published studies
of PTSD in not finding activation of gyrus rectus and
medial orbitofrontal cortex (Rauch et al 1996; Shin et al
1997); however, in our prior study of PTSD symptom
induction with the noradrenergic agent, yohimbine, we
found a failure of activation in orbitofrontal cortex/gyrus
rectus in PTSD, whereas healthy control subjects showed

a robust increase in metabolism in this area. In addition,
we found a pattern of lower orbitofrontal metabolism
being associated with greater panic anxiety in the PTSD
patients (Bremner et al 1997a). We also did not find
deactivation of left inferior gyrus, unlike prior studies
(Rauch et al 1996; Shin et al 1997). Differences in findings
between studies may be related to multiple factors includ-
ing study population and paradigms for symptom induc-
tion (Mayberg et al 1997). Prior studies that found inferior
frontal gyrus deactivation (but not the current study)
included tasks requiring encoding and processing of verbal
material, a function that is mediated by this region. The
current study was consistent with previous investigations
(Rauch et al 1996; Bremner et al 1997a; Shin et al 1997)
in finding a decrease in middle temporal gyrus blood flow
during PTSD symptom provocation. The middle temporal
cortex (in addition to medial prefrontal cortex) plays a role
in the extinction of fear through inhibition of amygdala
function (Jarrell et al 1987; Romanski and LeDoux 1993).
Decreased middle temporal gyrus blood flow has also
been consistently seen in PET studies of functional corre-
lates of verbal declarative memory tasks (Tulving et al
1994).

Exposure to combat-related slides and sounds resuited
in differences in blood tlow in several subcortical and
cortical areas involved in memory and visuospatial pro-
cessing. These included lingual gyrus, an adjacent area
that included a portion of lateral cerebellum merging with
dorsal pons and parahippocampal gyrus (note this was
added after display of spm on magnetic resonance tem-
plate), posterior cingulate (area 23), and inferior parietal
lobule. The lingual gyrus has been implicated in visual
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memory and memory for faces (Kapur et al 1995).
Parahippocampal gyrus is adjacent to lingual gyrus and
has also been implicated in emotion and anxiety (Nordahl
et al 1990; Reiman et al 1984, 1986) as well as symptoms
of PTSD (Rauch et al 1996; Shin et al 1997). Visuospatial
processing [mediated by the inferior parietal cortex
(Jonides et al 1993; Pardo et al 1991; Posner et al 1988;
Petersen et al 1988) and posterior cingulate (area 23)
(Vogt et al 1992; Devinsky et al 1995)] is an important
component of preparation’ for coping with a physical
threat. We have hypothesized the involvement of these
areas in the neuroanatomical network mediating symp-
toms of PTSD (Bremner et al 1995a). Consistent with this
formulation, a recent PET study found increased blood
flow in posterior cingulate during exposure to films of a
bank robbery in bank tellers who were victims of a bank
robbery (Fischer et al 1996).

Areas not hypothesized to show a difference between
PTSD and control subjects included motor cortex, al-
though this area was previously implicated in PTSD by
Rauch et al (1996) and has been consistently shown to
activate in studies of declarative memory. This area may
carry motor aspects of memory necessary for the organ-
ism's preparation for action during the stress response
(Squire and Zola-Morgan 1991; Lang et al 1983). PTSD
patients showed greater activation in a portion of lateral
cerebellum, although a strong cerebellar activation was
seen in both veterans with and those without PTSD.
Recent PET studies have established a role for the cere-
bellum in attention and memory, probably mediated by its
projections through the thalamus to prefrontal cortex
(Ashkoomoft and Courchesne 1992; Leiner 1989). The
area of greater activation in PTSD in lateral cerebellum
merged with a portion of the dorsal pons, a major site of
noradrenergic neurons in the brain that have projections
throughout cortical and several subcortical regions. This
system plays a critical role in stress and coping with threat
(Abercrombie and Jacobs 1987; Aston-Jones et al 1991;
Rasmussen et al 1986; reviewed in Bremner et al 1996b,
1996¢). Our own PET findings showing differences in
metabolic response to yohimbine challenge in PTSD are
consistent with increased central noradrenergic responsiv-
ity in PTSD (Bremner et al 1997a).

Findings in the current study are best interpreted as
secondary to disturbances of a functional network of
interrelated brain areas that mediate memory, visuospatial
processing, and the emotional valence of stimuli. Motor
cortex (area 6), anterior (area 24) and posterior cingulate
(area 23), lingual gyrus, visual association cortex (19).
superior temporal cortex, and thalamus all have projec-
tions to both lateral prefrontal and parietal cortex
(Selemon and Goldman-Rakic 1988). The area of posterior
cingulate (area 23) implicated in this study has functional
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connections with hippocampus and adjacent cortex (para-
hippocampal gyrus) [which led to its original classification
as part of the “limbic brain” (Gray 1982)] as well as
parietal cortex. These areas (posterior cingulate, parahip-
pocampal gyrus, and parietal cortex, all of which are
implicated in the current study) may act in concert to
mediate cognitive functions of visuospatial processing and
memory that are necessary for coping with threat (Vogt et
al 1992). PTSD may represent a dysfunction in the brain’s
response to coping with stress and potential threat, which
involves excessive recruitment in brain areas responsible
for visuospatial processing, attention, and memory, in
addition to attaching an affective valence to stimuli.
According to this model the symptoms of PTSD are
related to an abnormality in a functional network involv-
ing multiple cortical and subcortical regions, rather than
one or two areas that specifically are responsible for the
mediation of “emotion.”

In the current study we included only combat veterans
who met specific inclusion criteria based on reactivity to
traumatic stimuli, therefore the results are not generaliz-
able to PTSD patients without psychophysiological re-
sponsivity. Although PTSD patients were included with a
heart rate response to traumatic pictures and sounds of
greater than 5 bpm, there was not a robust measured
response during the actual scan. Heart rate and blood
pressure were measured at the end of the stimulus presen-
tation period. This may have limited our ability to detect
significant increases. Although there was a robust behav-
ioral effect, changes in SUDs ratings (as well as physio-
logical responses) were not as great as those previously
reported with traumatic scripts. We used a fixed order of
presentation of stimuli, to avoid contamination of the
control condition by traumatic slides; however, this pro-
tocol could lead to order effects. Other possible limitations
are related to the pictures and sounds selected for this
study. Brain activation may be related to factors related to
the control condition (e.g., feelings of pleasantness during
the neutral condition). This is avoided, however, by
statistical analyses examining the interaction between
diagnosis and condition, on which the primary conclusions
of the study are based. The use of pictures and sounds as
presentation materials also has inherent strengths, in that
they are similar to stimuli encountered in daily life, and
they can be standardized and validated as provocative
material, and presented in an identical fashion to all
subjects involved in a study protocol. Measurements of
respiration or pCO* were not performed to examine the
possibility that PTSD patients hyperventilated to a greater
degree than non-PTSD patients, resulting in changes in
pCO? and blood flow; however, it was not our observation
that PTSD patients hyperventilated during the study (as,
for instance, patients with panic disorder might be ex-
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pected to do). In any case pCO? would be expected to have
a global effect on blood flow, and the data analysis
performed involved a correction for variations in global
blood flow.

In summary, the current study showed that exposure to
traumatic slides and sounds in PTSD subjects (but not
non-PTSD subjects) resulted in a decrease in blood flow in
medial prefrontal cortex (subcallosal gyrus; Brodmann’s
area 25) and middle temporal gyrus, and a failure in
activation in immediately adjacent right anterior cingulate
(areas 24 and 32). There were also differences (primarily
related to significant decreases in non-PTSD subjects) in
posterior cingulate (area 23), inferior parietal cortex,
lingual gyrus, and left precentral gyrus (motor cortex).

Several functional neuroimaging studies have now been
performed in patients with PTSD. Studies to date are
consistent in implicating medial prefrontal cortex, includ-
ing anterior cingulate, in the pathophysiology of PTSD. In
spite of the clear role for the amygdala in conditioned fear
responses in animals, there is some question whether the
amygdala is involved in PTSD symptoms; however, dif-
ferences in study populations and study paradigms make it
difficult to interpret the findings from different studies.
The most important next step in the field would be to
establish similar study populations and a standard para-
digm for symptom induction study across sites, to estab-
lish with some degree of confidence neuroanatomical
correlates for the symptomatology of PTSD.
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PRELIMINARY INVESTIGATION OF THE ROLE OF
PREVIOUS EXPOSURE TO POTENTIALLY TRAUMATIZING
EVENTS IN GENERALIZED ANXIETY DISORDER

Lizabeth Roemer,' Silvia Molina,' Brett T. Litz,’ and T.D. Borkovec'

Theories of generalized anxiety disorder (GAD) bighlight the relevance of
stressful life events to this disorder’s etiology. However, little empirical work
bas addressed the stressful events that may act as bistorical contributors to the
development or maintenance of GAD. The present study provides an initial
exploration of the association between exposure to potentially traumatizing
events and GAD. In both analogue and clinical samples, GAD individuals
were found to be more likely than nonanxious controls to report exposure to a
potentially traumatizing event. These findings are discussed within the context
of current theories of worry and GAD. Depression and Anxiety 4:134-138,

1996/1997. © 1997 Wiley-Liss, Inc.
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INTRODUCTION

Over the past decade, the diagnostic nature of gen-
eralized anxiety disorder (GAD) has become more
clearly defined on the basis of empirical evidence.
With this work, GAD has evolved from a residual cat-
egory (as in DSM-III) to a separate category centrally
defined by chronic, excessive, uncontrollable, and per-
vasive worry (American Psychiatric Association, 1994).
The majority of research during this time has focused
on the future-focused and pervasive nature of worry
(Borkovec, 1994), with little attention paid to the pos-
sible historical contributors to the etiology and main-
tenance of chronic worry and GAD.

The fact that worry in GAD appears to be chronic,
pervasive, and future-focused does not, however, pre-
clude the possibility that focal past events play a role
in this disorder. Theories of GAD (and anxiety disor-
ders in general) have proposed that stressful life events
play a causal role in the development of two of its cen-
tral characteristics: chronic anxious apprehension
(Barlow, 1988) and perceptions of the world as a
threatening place (Beck and Emery, 1985). Indeed, it
has been proposed that exposure to a single, po-
tentially traumatizing event is one pathway to the
development of GAD (Beck and Emery, 1985). Fur-
thermore, stressful or traumatic events occurring after
the origins of GAD would reasonably contribute to its
maintenance or further strengthening, given that such
events may well reinforce perceptions of danger in the
world. Although few empirical studies have specifi-
cally investigated the occurrence of stressful or poten-
tially traumatizing events in the history of GAD
individuals, indirect evidence is available from two dif-

© 1997 WILEY-LISS, INC.

ferent areas of research that indicates that such events
may be a factor contributing to the development and/
or maintenance of GAD.

Two early descriptive studies found preliminary evi-
dence for a high prevalence of stressful life events in
individuals diagnosed with GAD. In one study, GAD
individuals were more likely than those with panic dis-
order to report the death of a parent before age 16
(Torgersen, 1986). In another study, GAD was found
to be more prevalent among persons who experienced
at least one unexpected, major negative life stressor
(Blazer et al., 1987). Although these two studies pro-
vide some indication that stressful life events may play
a significant role in the development of GAD, the use
of the less reliable DSM-III GAD criteria (Barlow and
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DiNardo, 1991) in both studies necessitates further
research using more stringent methods of diagnosis to
validate these findings. Also, the Torgersen (1986)
study investigated the occurrence of a narrow example
of a stressful life event (death of parent), whereas
Blazer et al. (1987) used a very broad definition which
included common occurrences such as changes in resi-
dence. Thus questions still remain as to the contribu-
tory role of potentially traumatizing events,' a specific
subcategory of stressful life events, in GAD.

Research on the after-effects of specific potentially
traumatizing events (e.g., rape, war, natural disasters)
provides some empirical evidence to support the con-
tention that exposure to such events is one type of his-
torical event that increases risk for generalized anxiety
as well as the development of GAD. Generalized anxi-
ety has been reported prevalent among individuals ex-
posed to a variety of potentially traumatizing events
(e.g., rape, Steketee and Foa, 1987; combat, the Cen-
ters for Disease Control Viemam Experience Study,
1988; disaster victims, Shore et al., 1986).

As a preliminary investigation of the role of such
events in GAD, the present studies assessed the occur-
rence of potentially traumatizing events among care-
fully diagnosed samples of both analogue and clinical
GAD and among nonanxious individuals. These stud-
ies improve upon previous research in this area using
the more reliable diagnostic criteria of DSM-III-R (as
opposed to DSM-III) and a more circumscribed classi-
fication of a type of stressful life event (i.e., potentially
traumatizing event).

STUDY 1
METHOD

Participants. Undergraduate students (N = ap-
proximately 1,600) enrolled in an introductory psy-
chology course completed a self-report questionnaire
packet which included the GAD Questionnaire, a self-
report measure of GAD based on DSM-III-R criteria
that produces a relatively low rate of false-positives
and no incidence of false-negatives (Roemer et al.,
1995). Participants were classified as GAD if they met
DSM-III-R (American Psychiatric Association, 1987)
criteria for the disorder. Participants were classified as
Nonanxious if they (1) did not experience excessive or
unrealistic worry, (2) did not experience worry often
over the last 6 months, and (3) endorsed less than six
of eighteen associated symptoms often when feeling
anxious over the last 6 months. From the large sample,
137 participants were identified who met GAD crite-

'We use the term, “potentially traumatizing events” to describe
extremely stressful life events that meet the Criterion A definition
of “traumatic events” in the DSM-IV. Our intention is to attempt to
disentangle the report of events from subsequent responses
(traumatization). We do not assume, for example, because an
individual reports a Criterion A event, that he/she was trauma-
tized by it; we only assume that the event occurred.

ria; 120 participants classified as Nonanxious were
randomly selected from a larger sample of those iden-
tified. The Nonanxious participants were matched for
gender proportion with the GAD group; females
made up approximately 75% of the sample.

Measures. Exposure to potentially traumatizing
events was assessed from participants’ written entries
in response to the following item on the question-
naire: “Do you remember experiencing any extremely
stressful, life-threatening, or traumatic event(s) such as
serious physical injury, rape, assault, combat, or seeing
someone badly hurt or killed? What was the event(s)?”
This question was adapted from DSM-III-R (Ameri-
can Psychiatric Association, 1987) post-traumatic
stress disorder criterion A.

RESULTS

An alpha level of .05 was used for all statistical tests.
ANOVA comparing the two groups on the number of
past potentially traumatic events revealed a significant
difference F (1,255) = 15.02, P < .001; GAD partici-
pants reported more frequent potentially traumatic
events (M = 0.85, SD = 0.98) than did nonanxious par-
ticipants (M = 0.43, SD = 0.72). A Chi-square analysis
was conducted on the frequency of reporting any past
potentially traumatic event. Of the GAD participants,
53% indicated that they had experienced a past poten-
tially traumatic event, compared to 30% of nonanxi-
ous participants, x*(1) = 13.36, P < .001

STUDY

In order to determine whether these patterns would
be evident in a clinical population, a similar investiga-
tion was conducted with GAD patients and a non-
anxious control group.

METHOD

Participants. Ninety-four patients (62 female, M
age = 36.5 years) were selected from two consecutive
therapy outcome studies. All patients (1) had been as-
signed a principal diagnosis of GAD by two independent
assessors conducting separate Anxiety Disorders Inter-
view Schedule-Revised (ADIS-R, DiNardo and Barlow,
1988) interviews, (2) did not meet criteria for panic dis-
order (due to exclusionary criteria of the clinical trial), (3)
were not taking antd-depressant medication, and (4) re-
ported no severe depression, substance abuse, psychosis,
organic brain syndrome, or medical contributions to
anxiety symptoms and did not have a comorbid diag-
nosis of PTSD. Forty-eight nonanxious participants
(30 female, M age = 33.5 years) were selected who had
no past history of psychopharmacological or psycho-
social treatment and did not meet criteria for any
anxiety or mood disorders in an ADIS-R interview.
Groups did not differ significantly on age or gender.

Measures. Exposure to potentially traumatizing
events was assessed from written entries by the diag-
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nostic assessor recording participant responses to the
following ADIS-R question: “Has there been any ex-
tremely stressful, life-threatening, or traumatic event
such as serious physical injury, rape, assault, combat,
or seeing someone badly hurt or killed, which hap-
pened to you? What were the events?

RESULTS

An alpha level of .05 was used for all statistical tests.
ANOVA comparing the number of past potentially
traumatic events reported by the two groups revealed
a significant difference, F ( 1,143) = 5.17, P < .05, with
GAD patients reporting more frequent events (M =
0.62, SD = 0 77) than nonanxious participants (M =
0.30, SD = 0.75). Chi-square analysis conducted on
the frequency of reporting any past potentially trau-
matic event found that patients (52%) were sig-
nificantly more likely to report a past potentially
traumatizing event than were nonanxious participants
(21%), x*(1) = 10.27, P < .001.

DISCUSSION

In two separate studies using analogue and clinical
samples, GAD participants reported a greater likeli-
hood of potentially traumatizing events than did
nonanxious groups. Although there are internal valid-
ity issues that limit the conclusions that can be drawn
from these data, in order to place these findings in
context, we propose a heuristc framework that can
guide future research exploring exposure to poten-
tially traumadzing events as a factor that may contrib-
ute to the etiology and/or maintenance of generalized
anxiety disorder.

Current theories of worry, the central defining fea-
ture of GAD (American Psychiatric Association, 1994),
provide a potential explanation of how exposure to po-
tentially traumatizing events can lead to establishing
or maintaining GAD in some instances. Based on em-
pirical evidence that worry reduces physiological
arousal in response to phobic stimuli (Borkovec and
Hu, 1990) and that worriers report worrying in order
to distract themselves from more distressing events
more than do nonanxious controls (Borkovec and
Roemer, 1995), it has been proposed that worry leads
to suppression of unwanted somatic activation and is
thereby negatively reinforced (Roemer and Borkovec,
1993). However, such reductions in arousal potentally
interfere with emotional processing and thereby serve
to maintain anxious meanings (Borkovec, 1994). A
cluster of symptoms observed in posttraumatic stress
disorder (PTSD) that entail avoidance and numbing
of general responsiveness (e.g., avoidance of trauma-
related cues, restricted range of affect, detachment)
has been hypothesized to function in a similar fashion.
These avoidance symptoms reduce the distress associ-
ated with the trauma but subsequently interfere with
successful emotional processing or resolution of the

trauma (e.g., Horowitz, 1986; Litz, 1992). Exposure to a
potentially traumatizing event motivates one to reduce
distress and decrease arousal. It may be that some indi-
viduals exposed to such events who do not develop the
full symptomatology of PTSD begin or continue to use
worry in order to similarly avoid painful emotional
meaning. This initially adaptive response (in that it re-
duces the overwhelming affect and arousal associated
with the event) would then lead to the cycle of worry
and maintenance of anxiety associated with GAD.

The data presented in this paper indicate that fur-
ther exploration of the mechanisms that may underlie
the relationship between exposure to potendally trau-
matizing events and the development of worry and
GAD could be beneficial. However, limitations of the
present study must be noted, namely: (1) The retro-
spective nature of the report of potentially traumatiz-
ing events, (2) an absence of data on the temporal
relationship between potentally traumatzing events
and GAD, and (3) the absence of a psychiatric control
group for comparison.

Given that GAD patients are more likely to attend
to threat and to perceive ambiguous situations as
threatening than are nonanxious participants (Ma-
thews, 1990), more frequent retrospective report of
traumatic events among GAD patients might be an
artifact of that tendency. However, research has not
supported hypotheses of biased recall among GAD
participants (Mathews, 1990). It appears that anxiety
interferes with information-processing more at the in-
put than the recall level. Still, GAD individuals may
be more likely to report potentially traumatizing
events in an attempt to attribute their current distress
to painful life events or may be more likely to perceive
events as traumatic when they occur than are non-
anxious individuals. Assessment of exposure to po-
tentially traumatizing events following successful
treatment of GAD would provide some indication of
whether in fact this is the case.

The absence of information regarding the dates of
potentially traumatizing events and the onset of GAD
precludes the establishment of a causal link between
potentially traumatizing events and the etiology of
GAD. Given the chronic nature of GAD and the fact
that many GAD patients report being unable to recall
specifically the beginnings of their difficulties (Rapee,
1985), it will be challenging to link potentally trau-
matizing events to the onset of GAD. Our results do,
however, suggest that careful backtracking in a clinical
interview in order to assess the temporal relationship
between the onset of GAD and potentially traumatiz-
ing events would be useful in future research. The
possibility remains that exposure to such events con-
tributes to the maintenance or exacerbation of GAD
symptomatology, even if not to initial onset.

Given the absence of a psychiatric control group for
comparison, these data do not address the question of
whether a history of exposure to potentially traumatiz-
ing events is unique to GAD individuals. In fact, po-
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tendally traumatizing events have been implicated in
the etiology of many psychiatric disorders (Herman et
al., 1989; Jordan et al.,, 1991), and trauma has been re-
ported across the anxiety disorders (Fierman et al., 1993).
However, the present findings replicate previous results,
indicating that for some individuals, the psychological
sequelae of such exposure may involve the creation or
strengthening of GAD. Similarly, given that not all
GAD individuals reported experiencing a potentially
traumatizing event, it can be assumed that such exposure
represents only one potendal risk factor for GAD (as
proposed by Beck and Emery, 1985).

CONCLUSION

Our findings indicate that potentially traumatizing
events may be relevant to the development or main-
tenance of GAD. Future research is needed to cor-
roborate this finding and to explore the specific
relationship between exposure to potentially trauma-
tizing events, worry, and GAD. For example, a careful
analysis of the relationship between worry and PTSD
symptomatology would help determine whether worry
is indeed related to avoidant symptomatology and
leads to a reduction in intrusive re-experiencing and
hyperarousal symptoms, as proposed by the theory
elaborated above. Future research endeavors should
specify dates of potentially traumatizing events and
onset of GAD symptomatology as well as prospec-
tively explore the development of GAD symptomatol-
ogy in individuals exposed to such events. Given that
exposure to potentially traumatizing events represents,
at best, a risk factor for GAD in some individuals, it
will also be important to examine the individual differ-
ences (e.g.. in coping styles) that may affect whether
such stressful life events initiate (or maintain) GAD
symptomatology.

Finally, the proposed relationship between exposure
to potentially traumatizing events and GAD has impli-
cations for the treatment of GAD. One of the primary
challenges in the treatment of GAD has stemmed
from the diffuse nature of the cognitive and emotional
characteristics of the disorder, resulting in difficulties
identifying distinct targets for treatment (Barlow,
1988). It may be that the focus on diffuse, varying top-
ics of worry characteristic of this disorder (Borkovec
et al., 1991) contributes to distraction from a more fo-
calized, index traumatic event in some individuals. If
so, successful treatment may need to address the index
event and facilitate the emotional processing that has
been avoided. This possibility indicates the impor-
tance of careful assessment of potentially traumatizing
events among GAD individuals.
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